Sir,

A 65-year-old male patient presented in the cardiology department with complaints of chest pain and breathlessness on exertion for 6 months. In view of angina-like symptoms, the patient underwent coronary angiography, which revealed triple-vessel disease. An additional radiopaque mobile round mass was noted overlapping the cardiac shadow, which was suspected to be located inside the cardiac chamber \[[Figure 1](#F1){ref-type="fig"}\]. The radiopaque mass seemed to be located in the right ventricle (RV) and seen oscillating between RV cavity and RV outflow tract. Subsequently, echocardiography was done which did not reveal any intracardiac mass, and for further evaluation, contrast-enhanced computed tomography (CT) chest was performed on 64-slice multidetector CT scanner which did not reveal any intracardiac mass lesion; however, it showed the presence of focal dense calcification along the posterior pleura of lower lobes of both lung, which moves to the dependent position in the right decubitus CT scan, suggestive of wandering calcification in the pleural cavity \[[Figure 2](#F2){ref-type="fig"}\]. Volume-rendered images of the chest showed well-circumscribed densities along posterior chest wall opposite eighth to ninth intercostal space \[[Figure 3](#F3){ref-type="fig"}\]. In addition, it also showed triple-vessel coronary artery disease and bilateral pleural effusion.

![Fluoroscopy in posterior--anterior view shows calcified mobile mass seemed to be in the right ventricle (a) and oscillating between right ventricular cavity and right ventricular outflow tract (b, c) (arrow)](LI-36-259-g001){#F1}

![(a and b) Contrast-enhanced computed tomography sagittal sections show oval-shaped calcified density in bilateral pleural cavity, along posterior chest wall at opposite eighth-ninth intercostal space. Contrast-enhanced computed tomography right decubitus sections reveal calcified density moved to dependent position, along and left paravertebral region (c) and right lateral chest wall (d)](LI-36-259-g002){#F2}

![Volume-rendered image of the chest shows well-circumscribed densities along posterior chest wall opposite eighth to ninth intercostal space](LI-36-259-g003){#F3}

Pleural mouse or thoracolithiasis is an uncommon, benign condition characterized by the formation of one or multiple calcified or noncalcified lesions within the pleural space; its reported incidence was found to be around 0.9% in a large study done by Kinoshita *et al*. in 2010.\[[@ref1]\] However, their exact prevalence is not known because in majority of cases, they were mistaken as peripherally located calcified granuloma. It is also known by namaes of fibrin body, pleural stone, plurollith, and intrathoracic calculus. Only few case reports and case series are available in the literature.

The exact etiology behind their existence is not known, but prevalent theories suggest their origin from necrosis of mediastinal or pericardial fat; histologically they often consist of fibrous shell with fatty core. Calcification may or may not be present. Our case presented densely calcified loose bodies.\[[@ref2]\]

These lesions are very rarely symptomatic, with majority of cases being detected incidentally on CT scan or other imaging modality. No age or sex predilection has been noted. Left pleural cavity is more frequently involved than right while the involvement of bilateral pleural cavity is very rare.\[[@ref3]\]

Chest radiographs are not very useful due to their small size and nonspecific nature and can be erroneously diagnosed as calcified or noncalcified nodule. CT scan is the modality on which they are frequently detected and it is also used for the diagnosis. Thoracoliths appeared as oval or rounded well-circumscribed density with or without calcification in the pleural cavity or along the fissures. The calcification may be partial or complete, and other reported pattern includes diffuse, spotty, peripheral, or central.\[[@ref1][@ref4]\]

Thoracoliths are frequently located in the peripheral part of the chest along the chest wall, diaphragm, or paraspinal region. They tend to move to the dependent position in sequential imaging; this mobile nature is pathognomonic of pleural mouse or thoracolithiasis. However, stationary position in sequential scans does not rule out its possibility, and hence, CT scan in decubitus position should be done whenever there is a suspicion of thoracoliths on routine imaging. They had displayed movement as early as 2-min interval between sequential scans. The size of stones varies from 5 to 15 mm.\[[@ref1]\] The size remains stationary in majority of cases; however, increased size in sequential imaging has been described in few case reports.\[[@ref5]\] In that case, differentiation from neoplasm may be difficult.

Our case showed bilateral well-circumscribed rounded and calcified densities in posterior peripheral part of the chest along the chest wall, which subsequently migrates to the dependent position in the right decubitus scan, i.e., the right one moves to the lateral chest wall, while left one in left paravertebral location.\[[@ref2][@ref6]\]

MRI is usually not indicated; however, a single case report showed high-signal intensity of central core on both T1- and T2-weighted sequences.\[[@ref7]\]

Differential diagnosis includes peripherally located calcified nodule, foreign body granuloma, or migration of gallstone in the pleural cavity following spillage of gallstone during laparoscopic cholecystectomy.\[[@ref8][@ref9]\] No treatment or intervention is required due to its benign nature.

Pleural mouse of thoracolith is an uncommon benign condition, which does not require any treatment; however, awareness of this condition is very important as it can be confused with neoplastic lesion. The mobile nature of stones in pleural cavity is virtually diagnostic.
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